
Counseling Clinic LLC Intake Form
Please provide the following information and answer the questions below. Please note the information you provide here is protected as confidential information.
Parent or Guardian name if client is under 18 years of age
_________________________________
Client Name:    ______________________________________
Gender:       Male                 Female
DOB:       ______________________________________
Address: ______________________________________
	   ______________________________________
Phone Number: __________________May I leave a message:           Yes             No
Do you want an appointment reminder?              Yes       No
Text message ______________________  Email _______________________
Marital Status: ____________________
Referred by: _______________________________
Phone Number:_____________________
[bookmark: _GoBack]Address: ___________________________________________________________________
Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?             Yes                         No
Name of previous therapist: ___________________________________
Are you currently taking any psychotropic medications?          Yes    No
Please list: _____________________________________
